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ABSTRACT
Background: Extensive infiltration of the skin by parotid gland tumors often lead to the surgeon seeking various
options that will lead to good cosmetic appearance and reduced donor site morbidity. Materials and Methods: This
is a report of two patients with extensively enlarged parotid tumors with associated skin loss and depth that was
difficult to close. Consent/permission was obtained from the patients. The case notes of the patients were reviewed
and it shows that apart from local tissues and skin grafts, delto-pectoral flaps could come handy. Outcome is
reported in this report. Results: Two patients who had a deltopectoral flap cover of their defects following excision
of huge parotid tumors involving the infiltration of the overlying skin are reported in this study. There was good
aesthetic outcome with minimal and acceptable donor site morbidity. Conclusion: Delto-pectoral flaps should be
considered an option in covering defects following parotid tumour excision.
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INTRODUCTION
Parotid  gland tumors  are  not common.
1-3 Generally,
salivary gland tumors represent about 1-3% of head
and neck tumours.
2 In our environment, it constitutes
1.7%  of  head  and  neck  tumours
3. Seventy  eight  to
eighty  percent  of  parotid  tumours  are  benign.
2,  3
Parotid  tumours  elicit  considerable  medical  interest
because  of  their  multifaceted clinical  presentation,
varied  histological  appearances  and  the  associated
difficulties  in  predicting  their  prognosis.
1,3 In  most
cases, therapy consists of parotidectomy and adjuvant
therapy – mainly radiotherapy which is reserved for
cases with malignancies.
2 Surgical intervention varies
from limited excision to extensive parotidectomy with
facial nerve sacrifice with or without neck dissection
2.
Factors that influence surgical therapies include facial
nerve  invasion,  tumour  extension, histological
characteristics and positive limits of the tumor.
2
The  recurrent  parotid  gland  tumor is  a  challenge  to
both the patient and the surgeon. Factors responsible
for tumor recurrence include histological grade, extent
of the tumour, invasion of adjacent structures and poor
surgical  technique. Recurrence  is  more  common  in
malignant  tumors
4 but  in pleomorphic  adenoma (a
benign  tumour),  if  the  capsule  ruptured  during
removal, tumour may implant and cause recurrence.
4
Management  of  recurrent  parotid  tumour  is
challenging.
4 There  is a need  for  wide  surgical
excision
4 and facial nerve as well as the surrounding
soft  tissues  including skin  sacrifices  is inevitable.
Wide  defects  are  therefore  produced  necessitating  a
flap cover or a skin graft. The significant depression
created  by  complete  tumour  excision  is  a  source  of
concern for the patient about cosmesis and challenge
to the doctor about its closure.
DOI: 10.5958/j.2319-5886.3.1.042198
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Various  options  available  for  repairing  the  defect
include fat grafts, sternocleidomastoid muscle rotation
flaps, cellular dermal graft and free vascularized facial
graft.
4 The deltopectoral flap is a useful, reliable and
versatile  regional  flap  that  can  be  used  in  selected
circumstances  for  major  head  and  neck
reconstruction.
5 This  article  reports  two  cases  of
recurrent parotid gland tumours that were managed by
the use of deltopectoral flaps in repairing the defects
created following wide surgical excision.
CASE NO 1
A.I.  was a 69yr old  male  Nigerian  referred  from  a
private  hospital  on  account  of  left  sided  parotid
swelling.  Progressive  left  sided  parotid  swelling
noticed about  a  year prior  to  presentation.  No
associated swelling in other parts of the body, no pain
and no facial weakness. Examination at presentation
showed  left  sided  parotid  swelling  which  measured
6cm x 8cm in its widest dimension. It was firm, non
tender  with  no  associated  parapharyngeal  /
oropharyngeal  extension  and  no  facial  nerve
involvement.
Full  blood  count,  electrolyte  and  urea  and  chest
radiograph were  normal. An  ultrasound revealed  a
cystic mass 4.5cm x 4.7cm in widest dimension. Fine
needle  aspiration  for  cytology suggested  a benign
lesion.  Patient  had  superficial  parotidectomy under
general anesthesia. Findings at surgery were a cystic
mass about  6x6cm  which  contained sero-sanguinous
fluid. Patient was noticed  to  have  developed  House
and Brachman grade II facial palsy. Histology of the
tumour showed adenoid cystic carcinoma on account
of  which  he  was referred  for  radiotherapy  and
discharged to clinic but was lost to follow up.
He however re-presented two years later on account of
2  months  history of  recurrent  parotid  swelling with
associated  pain  and  worsening  of  facial  weakness.
Examination revealed 8cm x8cm left parotid swelling,
firm, non tender and no differential warmth. There was
grade III facial palsy. Full blood count, electrolyte and
urea, chest  radiograph and  clotting  profile  were
normal.  He  had a  total  parotidectomy.  Operative
findings  were  tumour  with  a  cystic  cavity  that  had
infiltrated the root of zygoma, facial nerve, posterior
wall of  external  auditory canal and  ramus  of  the
mandible. There was a big cavity of about 6 cm depth
created. A  deltopectoral flap  was  then  designed and
raised and de-epithelialised and the distal part turned
over to fill the defect. This was transferred under the
skin of the lateral neck. The result was functionally
and cosmetically accepted by the patient.
Fig 1: Huge left parotid tumour infiltrating the skin
and ear lobule.
Fig  2:  Case  1  at surgery  (filling  the  defect  with
delto-pectoral flap)
Fig 3: Post operative appearance
CASE NO 2
A 73yr old widow who presented on account of left
sided  progressive  parotid  swelling  of  five  years
duration. No associated swelling in other part of the
body, no history of pain, trauma or facial weakness
and no alteration in the size of the tumour during food
intake. Examination revealed an elderly woman with199
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12x 11cm left sided parotid mass, firm, non tender and
no  differential  warmth.  Full  blood  count,  electrolyte
and  urea  and  chest  radiograph  were  normal,
electrocardiograph showed  left  ventricular
hypertrophy, neck  ultrasound revealed a  non
homogenous mass  with  multi-septated  cystic  masses
measuring  10x20mm.  Fine  needle  aspiration  for
cytology was suggestive of pleomorphic adenoma. She
had  superficial  parotidectomy.  Findings  at  surgery
were multi-nodular cystic mass about 25x18cm in its
widest dimension.  Histology  of  the  tumour  showed
adenoid cystic carcinoma on account of which she had
54  cGy  of  radiotherapy. Three  years  later, patient
represented with 6 months history of recurrence. The
recurrence was associated with pain, facial weakness,
and ulceration and bleeding. Examination revealed an
elderly woman with a left parotid mass about 16x8cm
in widest dimension which had involved lobule of the
ear with a central area of ulceration. Full blood count,
electrolyte  and  urea,  and  chest  radiograph were
normal.  She  had  total  parotidectomy.  Operative
findings  were  multi-nodular  masses  which  had
invaded  the  lobule  of  the  ear  and  infiltrated  the
branches  of  the  facial  nerve and  associated  facial
weakness. (Fig 4). A wide defect of 10 x 12cm) was
created. (Fig 5). Delto-pectoral flap of 24cm length
and  8cm  width was  designed,  raised  and  partly  de-
epithelialised.  It  was  transferred  by tunneling
subcutaneously into the defect. It covered the defect
completely  and  healed perfectly.  The  result  was
functionally and aesthetically acceptable to the patient
Fig  4:  Extensive  recurrent  left  parotid  tumor
infiltrating the skin and ear lobule
Fig 5: Defect after excision
Fig 6: Postoperative appearance of case 2.
DISCUSSION
The delto-pectoral flap remains a useful, reliable, and
versatile  regional  flap  that  can  be  used  alone  or  in
combination with other flaps in selected circumstances
for  major  head  and  neck  reconstruction
5. It  has
provided an excellent source of thin and pliable tissue
that  form appropriate  source  of  donor  tissue  for
reconstruction  of  limited  defects  of  the  pharynx,
esophagus, and skin of the neck
6. The flap has become
the most commonly used pedicle regional flap for head
and neck reconstruction while providing coverage for
most defects of the head and neck from the scalp and
skull base to the cervical region and hypopharynx
7. It
continues to play an important role in head and neck
reconstruction, reflecting its versatility, reliability, and
ease  of  harvest
7. The  current  reports  show  the
versatility of this flap in covering secondary defects
from  parotidectomy  especially  in  our  environment
where  patients  present  rather  late  with  tumours  that
may leave a defect that may not close directly. While
Microvascular  procedure  might  have  given  a  better
result, facility for this is often not available in most
developing countries. This flap therefore comes handy
in  managing  this  difficult  and  extensive  defect200
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especially  with  the  attending  cosmetic  problem  that
might arise following the use of inappropriate tissue
for the closure.
Head  and  neck  surgeries  present  unique  challenges
because of the variety of functions that head and neck
are  responsible  for,  including  speech,  swallowing,
sensation, oral continence, airway protection and facial
expression. Deformities of the head and neck region
can  have  devastating  effects  on the  appearance and
function  of  the  patient  and  are  among  the  most
disabling and socially isolating defects with significant
impact on the patient’s quality of life. Reconstruction
of  such  defects  continues  to  be  an  extremely
demanding challenge for surgeons who aim to restore
form  and  function  with  minimal  surgical  morbidity.
These  reconstructive  surgeries  must  always  be
performed in a way that preserves these functions as
much as possible. The surgery may be done to restore
function,  improve  cosmetic  appearance,  or  a
combination of both.
In  the cases  presented  here,  both  function  and
aesthesis were preserved with the flaps-one covering
the  wide  defect smoothly  and  the  other  occluding  a
depth created by the excision of the tumors.
Gardiner et al.
8 reported three cases of recurrent head
and  neck  carcinoma  viewed  as  challenging
reconstructive problems because of the extent of the
extirpative surgery necessary and the substantial risk
of  complications  that  would  be  associated  with
previous  treatment  techniques.  They  showed  that
myocuteneous flaps were quite versatile and useful in
head and neck reconstructive process
8. Hurvitz et al.
9
reported  that although  defects  of the head  and  neck
region  present  a  challenge,  successful  cosmetic  and
functional results have been achieved with both local
and free tissue flaps.
In the first of the cases presented in this article, delto-
pectoral  flap  was  designed,  raised  and  de-
epithelialised.  It  was  transferred  by  tunneling
subcutaneously into the defect to fill the cavity created
while in the second case, the flap with 24cm by 8cm
was  designed,  raised  and  partly  de-epithelialised.  It
covered  the  defect  completely  and  healed  perfectly.
Both  results were functionally  and  aesthetically
acceptable  to  the  patients.  Delto- pectoral  flap  is
therefore  useful in  the  reconstruction  of  defects and
restoration of cosmetic value to the patients following
surgical excision of recurrent parotid tumours.
While the flap functions effectively for aesthesis and
function, the limitation of the flap is in the fact that it
was  bulky  and needed  to  be  divided  secondarily  to
remove the bulkiness on the side of the neck in one of
the  patients.  This  was  in  a  woman  with  thick
subcutaneous fat. The second problem arose as a result
of  the  fact  that  the  secondary  defect  was  closed
directly  and  this  led  to  about  2-3cm  lift  of  the
ipsilateral breast  compared  to  the  contralateral  side.
Although the 73 year old woman was satisfied and did
not bother about the disparity in the breasts as a result
of the flaps, caution is suggested in raising these flaps
in  women.  Indeed,  this  problem  of  lift  and  the
bulkiness  that  may  need  a  second  procedure  must
always  be  explained  to  the  patients.  Deltopectoral
flaps are therefore part of the armamentaria that can be
considered for parotidectomy defects.
CONCLUSION
Delto-pectoral flaps should be considered an option in
covering defects following parotid tumour excision. It
is useful in the reconstruction of defects, restoration of
cosmetic  value  to  the  patients with  minimal  and
acceptable donor site morbidity.
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